We are very pleased to read that our European colleagues have joined us in concluding that optical access trocars will "give the surgeon the ability to see how tissue separates prior to and during penetration and in this way adhesions can be recognized and bowel laceration avoided" \[Mettler L, Ibrahim M, Vinh VQ, Jonat W. Clinical experience with an optical access trocar in gynecological laparoscopy-pelviscopy. *JSLS.* 1997;1(4):315-318\]. Entering the abdominal cavity under direct visualization is progressively becoming a new standard of care for the establishment of the primary and secondary ports during laparoscopy.

Unfortunately, the authors failed to cite our two landmark papers first describing the use of optical access trocars in closed^[@B1]^ and later in open laparoscopy.^[@B2]^ Although Dr. Semm has been a major figure in the field of laparoscopic surgery, this particular innovation is not one that is among his many original contributions.

The letter of Dr. Steven Kaali and Dr. Irwin R. Merkatz, Albert Einstein College of Medicine, commented on our paper \[Mettler L, Ibrahim M, Vinh VQ, Jonat W. Clinical experience with an optical access trocar in gynecological laparoscopy-pelviscopy. *JSLS.* 1997;1(4):315-318\]. Unfortunately we did not cite their interesting papers of 1993 and 1997 concerning the opti-trocar as they called the trocar. We claimed in no way to be the first ones to use the optical trocar. On the other hand as a scholar of Kurt Semm I can testify that we have used the 5 mm conical trocar with a 5 mm optic to enter the umbilicus in preoperative patients frequently. This technique was first introduced by Professor Semm in the early 1980s at the Department of Obstetrics and Gynaecology, University of Kiel ([@B3]). He called it the entrance into the abdomen under sight with the 5 mm conical trocar carefully placed in a Z-incision anterior to the peritoneal linings, connected to CO~2~ and then introduced under direct vision with a conical trocar in an area where no intestines are adherent to the peritoneal wall and the background seems rather dark. This introduction of the 5 mm optic trocar under sight has been a routine laparoscopic introduction of trocars in our department since 1980. After entering with a 5 mm trocar we use a dilation set to enter a 10 mm trocar as we are certain of already being in the free abdominal cavity.

I personally am well aware of the landmark papers of our colleague Kaali who introduces his trocar without CO~2~ insufflation in a very safe manner into the abdominal cavity. Thanks for your statement.
